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Hepatitis B Outbreak in a State Correctional Facility, 2000 


On March 31, 2000, acute hepatitis B was confirmed serologically in a 34-year-old 

man (index patient) who had been incarcerated for 2.5 years at a high-security state 

orrectional facility and who presented to the facility medical unit with jaundice and 
abnormal liver enzymes. He reported having unprotected sex with his cellmate as his 
only risk factor for infection during the 6 months preceding his illness. Serologic testing of 
the 21-year-old cellmate confirmed that he had chronic hepatitis B virus (HBV) infection 
He reported no history of symptoms compatible with hepatitis and was previously un 
aware of his chronic infection, but he did report having unprotected sex with the index 
patient and two additional inmates in the dormitory (dorm Y). On May 15, 2000, the 
state’s department of health and department of corrections and CDC initiated an investi 
gation to identify additional cases and determine risk factors for HBV infection. This 
report summarizes the results of the investigation, which identified additional cases of 
HBV infection in this correctional facility and underscores the need to implement hepati 
tis B vaccination in correctional facilities 

Current inmates who had resided in dorm Y at any time since October 1, 1999, were 
offered serologic testing for HBV infection and were interviewed about exposures during 
the preceding 6 months, including sexual activity, being tattooed, sustaining a cut or 
njury, being exposed to another inmate’s blood, sharing a razor, and injection drug use. 
Acute HBV infection was defined as the presence of IgM antibody to hepatitis B core 
antigen (IgM anti-HBc) with or without the presence of hepatitis B surface antigen 

HBsAg). Chronic HBV infection was defined as the presence of HBsAg and total (IgG and 
IgM) anti-HBc, and absence of IgM anti-HBc. Resolved infection was defined as the pres 
ence of total anti-HBc, but absence of IgM anti-HBc and HBsAg. Persons testing negative 
for anti-HBc and HBsAg were considered susceptible to HBV infection. 

Of 103 eligible inmates, 97 (94%), including the sexual contacts of the inmate with 
chronic infection, consented to serologic testing. Of these 97 inmates, six (6%) had acute 
HBV infection, one (1%) had chronic infection, and 16 (16%) had resolved infection. The 
acute HBV infection rate among susceptible dorm Y inmates was 8%. Two inmates re 
ported nonspecific symptoms (e.g., influenza-like illness) during the preceding 6 months. 
In addition to the index patient, one of the two other sexual contacts of the inmate with 
chronic infection had acute infection 

The six inmates with acute infection and 70 (95%) of 74 susceptible inmates were 
interviewed. Having sex with another man was the only risk factor associated with acute 
HBV infection (risk ratio=12.2; 95% confidence interval=3.5—42.2) and accounted for two 
of six acute infections (Table 1) 
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TABLE 1. Number of inmates infected with acute hepatitis B virus who resided in 
a dormitory at a state correctional facility, by type of exposure, May 2000* 
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influenza and Pneumococcal Vaccination Levels 
Among Persons Aged >65 Years — United States, 1999 


Annual influenza epidemics have resulted in an average of >18,000 deaths and 48,000 


neumonia and influenza hospitalizations among older persons in the United States (7 ) 


} 


In 1998, an estimated 3400 older persons died from bacteremic pneumococcal pneumo 


1,a common complication of influenza, or from other forms of invasive pneumococcal 
»ase (2). A 2000 national health objective included increasing influenza and pneumo 
occal vaccination levels to >60% among noninstitutionalized, high-risk persons, includ 
ng those aged >65 years (3). To assess progress toward this objective, data were ana 
yzed from the 1999 Behavioral Risk Factor Surveillance System (BRFSS) for persons 
aged >65 years. This report summarizes the results of that analysis, which indicated that 
prevalence of influenza vaccination during the 1998-99 influenza season exceeded the 
bD 
els may have reached a plateau. Prevalence among older persons who had ever re 


ective nationally and in 48 of 52 reporting areas; however, influenza vaccination lev 


ceived pneumococcal vaccination exceeded the national objective in only eight states. To 
reach the 2010 national objective of >90% influenza and pneumococcal vaccination 
among this population, new strategies and additional resources to implement adult vac 
nation activities may be needed 

BRFSS is an ongoing, state-based, random-digit-dialed telephone survey of 
noninstitutionalized civilian adults aged >18 years. Questions about having received an 
influenza vaccination (“During the past 12 months, have you had a flu shot?”) and pneu 
mococcal vaccination (“Have you ever had a pneumonia vaccination?” ) were asked in 
odd-numbered years starting in 1993. In 1999, 30,668 of 159,989 respondents reported 
they were aged >65 years. Respondents who reported an unknown influenza (2%) or 
pneumococcal (4%) vaccination status were excluded from analysis. Overall vaccination 
levels were estimated for the 50 states and the District of Columbia; data for Puerto Rico 
were reported in area-specific results only. Data were weighted by age, sex, and, in 
some states, by race/ethnicity, to reflect each area’s estimated adult population. SUDAAN 
was used to calculate point estimates and 95% confidence intervals (Cl), and to conduct 
multivariate logistic regression to calculate odds ratios (OR) and test associations of 
vaccination status with age, race/ethnicity, sex, education level, length of time since last 
check-up, self-reported health, and diabetes status. 
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During 1999, 66.9% (95% Cl=66.0%-67.8%) of respondents reported having received 
an influenza vaccination during the preceding year (Table 1), compared with 65.5% (95% 
Cl=64.6%-66.4%) in 1997 (4). Estimated influenza vaccination levels exceeded 60% in 48 
of 52 reporting areas; in 33 of 48, the lower limit of the 95% Cl also exceeded 60% (Table 
2). In three of four areas with point estimates of influenza vaccination below 60%, the 
95% Cl included 60%. Estimated influenza vaccination levels increased in 31 areas from 
1997 to 1999, compared with increases in 48 areas from 1995 to 1997. In the 52 reporting 
ireas, the median percentage point difference from 1997 to 1999 was 1.6 (range: —5.0 
9.0), compared with a median difference of 6.0 (range: —4.1-23.2) from 1995 to 1997 


TABLE 1. Percentage of persons aged >65 years who reported receiving influenza 
or pneumococcal vaccine, by selected characteristics —- Behavioral Risk Factor 
Surveillance System, United States, 1999 





Influenza Pneumococcal 
% point % point 
difference difference 
Characteristic (95% Ci*) 1997 to 1999 (95% Ci) 1997 to 1999 
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D> 
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No 66.1 65.0 
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*Confidence interval 


Cls for 1997 and 1999 estimates do not overlap 
Numbers for other racial/ethnic groups were too small meaningful analysis 
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TABLE 2. Percentage of persons aged >65 years who reported receiving influenza 
or pneumococcal vaccine, by reporting area and type of vaccine — Behavioral 
Risk Factor Surveillance System, United States, 1999 
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ind Pneumococcal Vaccination Levels Continued 


The proportion of respondents reporting having ever received a pneumococcal vac 
cination increased from 45.4% (95% Cl=44.4%-46.3%) in 1997 to 54.1% (95% Cl=53.2%- 
55.1%) in 1999 (Table 1). Estimated prevalence of pneumococcal vaccination was >50% 
in 45 states and >60% in eight states (Table 2). In one of the eight states with point 
estimates >60%, the lower 95% Cl also exceeded 60%. In 16 of 44 areas with estimated 
prevalence <60%, the 95% Cl included 60%. From 1997 to 1999, pneumococcal vaccina 
tion prevalence estimates increased in 49 areas (median percentage point difference 
among the 52 reporting areas: 8.4; range: -12.0-21.1) 

Non-Hispanic black and Hispanic respondents were significantly less likely than non 
Hispanic white respondents to report vaccination against influenza (blacks: OR=0.41; 
95% Ci=0.35-0.48, and Hispanics: OR=0.68; 95% Cl=0.53-0.88) or pneumococcal disease 
blacks: OR=0.44; 95% Cl=0.37-0.53, and Hispanics: OR=0.43, 95% Cl=0.34—0.56) based 
on the logistic regression analysis (p<0.05). These differences were not explained by 
variations in age, sex, education level, length of time since last check-up, self-reported 
health, or diabetes status. A significant change in vaccination coverage from 1997 to 
1999 among racial/ethnic populations was an increase in pneumococcal vaccination 
among non-Hispanic whites (Table 1) 

Other factors independently associated with vaccination status based on the logistic 
regression analysis were age, education level, length of time since last check-up, and 
health status (p<0.05). Persons aged >75 years were more likely to report influenza or 
pneumococcal vaccination than persons aged 65-74 years (Table 1). Persons with diabe 
tes were more likely to report vaccination, compared with those who did not have diabe 
tes. Coverage increased as education level increased, self-reported health declined, and 
length of time since last check-up decreased 
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ith Carolina; M Gildmaster, South Dakota; D Ridings, Tennessee; K Condon, MS, Texas 
Utah; C Roe, MS, Vermont; K Cars |, MPH, Virginia; K Wynkoop-Simmons, PhD 

F King, West Virginia; K Pearson, Wisconsin; M Futa, MA, Wyoming. A Poel 


Association of Schools of Public Health, Atlanta, Georgia. Statistical Analysis Br, Data Man 
agement Div, and Adult Vaccine-Preventable Diseases Br, Epidemiology and Surveillance Div 
National Immunization Program, CDC 

Editorial Note: The findings in this report indicate that by 1999 coverage levels among 
persons aged >65 years approached or exceeded the 2000 national objective for 
influenza vaccination in all states and for pneumococcal vaccination in 24 states 
Pneumococcal vaccination coverage increased linearly from 1993 to 1999; the rate of 
increase for influenza vaccination coverage was lower from 1997 to 1999 than from 
1993 to 1997 (Figure 1). Similar findings were observed in the 1993-1998 National 
Health Interview Surveys (NHIS), which monitors progress toward the national health 
objectives (5; CDC, unpublished data, 2000). Self-reported influenza vaccination in the 
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FIGURE 1. Percentage of persons aged >65 years who reported receiving influenza or 
pneumococcal vaccine, by year — Behavioral Risk Factor Surveillance System, United 
States, 1993-1999 





1999 BRFSS mainly reflected vaccinations received for the 1998-99 influenza season 


Vaccination coverage for subsequent seasons will be monitored using BRFSS and NHIS 


to determine whether influenza vaccination coverage for this population reached a 
plateau by the 1999-2000 season and the effect of delays in influenza vaccine supply 
during the 2000-01 season and projected for 2001-02. Preliminary NHIS estimates of 
influenza vaccination coverage among older adults were 66.6% for those interviewed 
during the first 6 months of 1999 and 68.1 for the first 6 months of 2000 (http 
www.cdc.gov/nchs/nhis.htm) 

In addition to increasing influenza and pneumococcal vaccination to >90% among 
persons aged >65 years by 2010, another national health objective is to eliminate health 
lisparities among diverse populations (6 ). Racial/ethnic disparities continued in vaccina 
tion levels from 1997 to 1999. Influenza vaccination levels were lower among persons 

th less than a high school education or aged 65-74 years than among persons with 
higher education levels or older age 

Pneumococcal vaccination coverage lagged behind influenza vaccination coverage 
and was <60% even among persons most likely to visit a health-care provider (e.g., those 
reporting a check-up within the preceding 12 months, poor health, or diabetes). Health 
care providers should use every opportunity to assess the vaccination status of patients 
and offer indicated vaccines. Annual influenza vaccination provides such an opportunity 
nfluenza and pneumococcal vaccines can be administered concurrently at different sites 
without increasing side effects, and pneumococcal vaccine should be administered to 
patients who are uncertain about their vaccination history (5) 

The findings in this report are subject to at least two limitations. First, vaccination 
status was self-reported and not validated; self-report of influenza vaccination may be 
more reliable than self-report of pneumococcal vaccination (7). In addition, recall of 
pneumococcal vaccination may be more accurate for persons aged 65-74 years than for 
those aged >75 years (8). Second, BRFSS excludes nursing-home residents and other 
institutionalized populations and households without telephones or with only cellular 
phones; however, vaccination coverage among older adults estimated from the 1997 
NHIS increased only slightly when households without telephones were excluded (from 
63.2% to 64.1% for influenza and from 42.4% to 43.0% for pneumococcal) (CDC, unpub 
lished data, 2000) 





Vol 


Multiple factors underscore the need to assess local, state, and national adult vacci 
nation programs (9), including a possible plateau in influenza vaccination levels among 
older adults, failure nationally and in most states to meet the 2000 objective for pneumo 

occal vaccination, racial/ethnic and socioeconomic disparities in vaccination coverage, 
delays in the distribution of the influenza vaccine reported during the 2000-01 season 

1,5), and projected delays during 2001-02 (http://www.cdc.gov/nip/flu/acip-june21.htm) 
To achieve and sustain >90% vaccination among these populations, public, private, and 

ommunity partners must collaborate to improve vaccine use among older persons and 
to strengthen the influenza vaccine supply. When supply problems are anticipated, deliv 
ery of the first available vaccine should target older persons and others at high risk; for 
the 2001-02 season, providers should target vaccine available in September and Octo 
ber to these groups and to health-care workers. Physicians can improve coverage using 
strategies such as provider reminder/recall, assessment and feedback, and standing 
orders ( 10 ); however, methods are needed to identify and increase the number of health 
care providers using these strategies. Even with such strategies, providers may be un 
able to achieve the 2010 objective among older patients during October-November, the 
optimal period for influenza vaccination. Providers should continue to vaccinate through 
December and as long as vaccine is available. Other interventions include increasing 
community demand for vaccinations using client reminder/recall and education cam 
paigns (70), enhancing access to vaccination services by reducing out-of-pocket costs 
10), and offering vaccination in community settings such as senior centers and drug 
stores 
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Routinely Recommended HIV Testing at an Urban Urgent-Care Clinic — 
Atlanta, Georgia, 2000 
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TABLE 1. Number of persons tested for HIV based on risk and symptoms during 
24 weeks in 1999 compared with the number of persons routinely recommended 
for HIV testing in 2000 at an urgent-care clinic — Atlanta, Georgia, March 20-Sep- 
tember 1, 1999, and 2000 





Risk- and Routinely 
symptom-based recommended 
testing testing Increase 
1999 2000 from 1999 
Test process No No to 2000 Ratio p value 


19,626 19,911 285 








1 
687 2 <0.001 
27 1 0.02 


0.004 


0.04 





e aocumentation in the 
f results to patient or evidence of CD4 
ionths after the positive HIV test) 


ni within 4 months following the 


positive test result, and twice as many HIV-seropositive patients (26 versus 13) entered 
nto care’ (Table 1). During the study, infected persons may have had HIV detected at an 
earlier stage of infection; 28 (67%) of 42 persons had a CD4+ T cell count >200 cells/yL 
during the study period compared with 10 (45%) of 22 during 1999 (p=0.1). Additional 
nformation on HIV test eligibility, provider recommendations, and testing patterns was 
collected from 8 a.m. to 5 p.m. weekdays during the study period’. Among the 13,039 
patient visits to the urgent-care clinic during these hours, 10,719 were eligible to be 
offered HIV testing. Among those eligible, 6421 (60%) were offered testing and 2564 
40%) accepted. Among those who accepted testing, 1839 (72%) were actually tested 
Among 886 patients tested with SUDS, 236 (27%) received results the same day 
— 


| Rio, MD, C Franco Paredes, MD, W Duffus, MD, K Cesarz, S Green, G Hicks 
MPH M 


Grady Memorial Hospital, Atlanta, Georgia. Div of HIV/AIDS Preven 
| Center for HIV, STD, and TB Prevention; and an EIS Officer, CDC 

Editorial Note: HIV testing usually relies on a patient’s request or a health-care provider's 
concern about symptoms or risk behaviors. This report indicates that when providers at 
an urgent-care clinic in a high prevalence area routinely recommended HIV testing, 
more persons were tested, more HIV infections were detected, and more patients with 
newly detected infections learned their diagnosis and entered into care. Patients often 
were diagnosed earlier in the course of their infection 

Despite the benefits of routinely recommended testing, barriers to this apprcach 
exist, as demonstrated by the proportion of patients who were not offered testing, did not 
accept testing, and were not tested once they had accepted. In addition, 26% of patients 


This intervention was neither designed nor expected to improve the proportion of infected 


persons who entered into care; the proportion was approximately the same for the two 
periods (i.e., 13 [46%] of 28 in 1999 and 26 [47%] of 55 in 2000) 

* Urgent-care clinic hours during 1999 and 2000 were Monday-Friday from 8 a.m. to 10 p.m 
and weekends from 9 a.m. to 7 p.m 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending June 23, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending June 23, 2001 (25th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending June 23, 2001, and June 24, 2000 (25th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 23, 2001, and June 24, 2000 (25th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 23, 2001, and June 24, 2000 (25th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 23, 2001, and June 24, 2000 (25th Week) 





Shigellosis* 





NETSS 


PHLIS 


Syphilis 
Primary & Secondary 


Tuberculosis 





Cum 


2001 





| 


Cum 


Cum 





Cum 


2000 





Cum 


2000 


Cum 
2001 





Cum 


| Cum 
2000 





Reporting Area 


2000 2001 


2001 


€ 








June 29, 2001 


TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 23, 2001, 
and June 24, 2000 (25th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 23, 2001, 
and June 24, 2000 (25th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
June 23, 2001 (25th Week) 
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server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at ftp://ftp.cdc.gov/pub/Pubii- 
cations/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWAR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; 
citation as to source, however, is appreciated 
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